Main findings: (relevant to PICO question):
Dogs with CCLR treated with surgical and nonsurgical interventions had better outcomes than dogs only with nonsurgical treatment  significant (P < 0.05) improvements of pain severity and
Clinical bottom line
Based on the lack of sufficient clinical studies investigating the PICO question, it is not possible to conclude if physical therapy should be recommended as a routine postoperative treatment after TPLO. interference score at the 52-week evaluation of the questionnaires  significant (P < 0.05) higher mean PVF at the 24-and 52-week evaluations
Veterinary Evidence

Limitations:
Surgery wasn't performed by the same person (board-certificated veterinary surgeon or a surgical resident under the direct supervision of a board-certified veterinary surgeon)
AND different surgical procedures (arthroscopy vs. arthrotomy)
Due to complications during the time of follow-up (most common cause was the development of contralateral CCLR) dogs were successively excluded from the study. Of the initial 40 dogs only data of 23 were used at the 52-week evaluation.
Au (2010)
Population:
Medium to large breed dogs with naturally occurring cranial cruciate ligament (CrCL) injury
Sample size: 65 dogs n = 65
Intervention details:
Two treatment groups with different surgical interventions and the same postoperative physical rehabilitation: n = 35 had lateral fabellar suture (LFS) n = 30 had TPLO
Study design:
Non-randomised controlled trial 
Appraisal, application and reflection
Only two papers relevant to the PICO were found in the literature analysing the ground reaction force (GRF) over a longer time period of dogs with unilateral CCLR after a TPLO and/or physical therapy.
Wucherer et al. (2013) compared, in a randomised controlled trial, overweight dogs with CCLR which were assigned to a non-surgical (physical therapy, NSAID administration and weight loss) and a surgical (TPLO) + physical therapy treatment group. Both groups received the same non-surgical therapy. The physical therapy, which was conducted by the same person, was individually designed for each dog and included at least 6 supervised sessions over 12 weeks. While the non-surgical treatment group had its first session at the beginning of the trial, the surgical group started 2 weeks after the surgery.
The study was able to show that the mean PVF of the dogs in the surgical treatment group was significantly higher after 24 and 52 weeks after the start of the study, compared with the non-surgical treatment group.
In the nonrandomised controlled trial from Au et al. (2010) dogs with CCLR underwent either a TPLO or a LFS as surgical intervention. Both groups were followed by an identical physical rehabilitation regime performed by the same experienced handler. Even if the PVF scores were recorded during 2 years on a regular basis no significant differences between the two groups could be shown. This work has some bias since the two groups were not similar (different age, weight, breeds), the follow up was incomplete and the dogs having developed CrCL injury on the opposite limb or other complications during the study period, were kept in the group. Moreover, the surgeries in both studies were done by different surgeons and were not conducted identically. This will additionally compromise the strength of the results.
In conclusion, there is currently insufficient evidence to prove the benefit of postoperative physical therapy after a TPLO based on an increase in PVF at 1 year recheck follow-up. However, there is some preliminary evidence that rehabilitation may be beneficial for the postoperative period, although further studies are needed. To provide evidence that rehabilitation should be included as routine postoperative treatment after TPLO, a prospective, randomised study should be performed. Dogs should undergo TPLO and rehabilitation by the same individuals following consistent protocols to reduce variability. Dogs should be followed for at least 1 year after surgery. 
